Metastasis of carcinoma to regional lymph nodes is of common occurrence. Cervical lymph nodes are the commonest lymph nodes to be sampled for detection of metastasis from head neck and upper are digestive tract malignancies. Morphological confirmation of metastasis in the lymph nodes either by cytology or histopathology decides the further plan of treatment for the patient. Rarely cervical lymph nodes can show evidence of metastasis from urinary bladder carcinoma. In the present case the cervical lymph node biopsy was helpful in the diagnosis and treatment of the patient. The histopathological findings were later confirmed by immunohistochemistry supporting the diagnosis of metastasis of urinary bladder carcinoma to the left cervical lymph nodes. To arrive at the correct diagnosis complete clinical workup, clinicoradiological correlation and high index of suspicion is required. Reporting this case will emphasize the rare clinical presentation of urinary bladder carcinoma.
Introduction
Cancers arising from the head neck region and upper areodigestive tract frequently metastasise to the cervical lymph nodes. Cervical lymph node metastasis can seldom be seen in cancers arising from sites outside the head, neck region and from organs below the diaphragm. [1] [2] [3] Urinary bladder carcinoma (UBC) usually metastasise to the regional lymph nodes, lungs, bone, adrenal glands, pleura, peritoneum. Rare cases of UBC metastasizing to brain, intestine, choroid and skin are also reported. [2] [3] [4] [5] [6] [7] UBC metastasizing to cervical group of lymph nodes is rare. [1] [2] [3] [4] We present a case of cervical lymph node metastasis of UBC. The computed xcvtomography (CT) of the patient showed mild urinary bladder wall thickening with a small polypoidal mass lesion at the right vesicouerteric junction. His cervical lymph node mass was biopsied. The biopsy showed metastasis of UBC. It was uroplakin positive, confirming the diagnosis of metastasis of UBC to the left cervical lymph node.
This case is presented to emphasise the rare clinical presentation of UBC.
Case Report
A 65 years male patient came with the complaints of pain and swelling of the right thigh since 15 days. The swelling began at the hip joint level and gradually progressed downwards. He also complained of a swelling in the left cervical region. He had no urinary complaints, no history of trauma and haematuria.
His vital parameters were stable. He had nonpitting oedema of right supra-pubic and right upper thigh region. His oral, nasal examination did not reveal any lesion. His respiratory, cardiovascular and central nervous system examination was within normal limit. Abdomen was soft with no palpable lump.
He had a 2x2 cm swelling in the left cervical region. It was firm to hard, fixed to the underlying structures with normal overlying skin. [ Fig. 1 ]
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He had haemoglobin of 8 gm/dl with normal total and differential leukocyte count. Urine microscopic examination showed no aberrant cells and red blood corpuscles (RBC).
His HIV status was non-reactive. HBsAg was negative. His urea, creatinine and electrolytes were normal.
Computed Tomography (CT) of abdominopelvic region showed a 1.5x1.5 cm polypoidal lesion at the right vesicoureteric junction. [ Fig. 1 ] The thickness of urinary bladder wall was slightly increased (8mm). There was mild dilation of the right ureter. There were multiple enlarged necrotic lymph nodes along the right iliac vessels. Enlarged lymph nodes were also seen in the pre and para aortic, aortocaval region, right renal hilar and right inguinal region. The largest was of size 3x2.4 cm. There was thrombosis of external iliac vessels along with encasement by the external iliac lymph nodes. There was a lobulated necrotic lesion of size 1.7x2.1x2.9 cm at the lateral border of right psoas muscle. The visualised lower lung field showed a few random nodules along with thickening of the horizontal fissure which were suggestive of metastasis in the lungs.
The biopsy of the left cervical lymph node was done and we received the lymph node of 1.5x 1.5 cm. The sections showed the lymph node structure replaced by cells arranged in sheets, trabeculae and at places papillary pattern. The cells had moderate amount of eosinophilic cytoplasm and round hyperchromatic nuclei. There were occasional mitosis. There were no areas of necrosis and nuclear pleomorphism. On immunohistochemistry the cells showed cytoplasmic positivity for uroplakin III [ Fig. 2 ]. After the clinicoradiological correlation the diagnosis of metastasis of transitional cell carcinoma of urinary bladder was offered.
Patient was not willing for cystoscopy and was discharged against the medical advise.
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Discussion
The primary lymphatic drainage of the urinary bladder is into the external, internal iliac and obturator group of lymph nodes. These groups of lymph nodes are involved in about 20-40% cases of urinary bladder carcinoma (UBC). The involvement of common iliac group of lymph nodes can occurs as a secondary drainage. 3, 4, 8 It is extremely rare for the UBC to metastasis to the cervical lymph nodes. Cervical lymph node metastasis in patients with UBC indicates a widespread disease and a poor Prognosis. [1] [2] [3] [4] 8 In a large study of 845 patients of urogenital tract tumors, only 31(3.7%) patients showed metastatic deposits in the head and neck region. These tumors included all cases of kidney, prostate, bladder, testis, penis, urethra and ureter. 2, 3 The spread to the head and neck region occurs through the hematogenous route (vertebral veins) and also by lymphatics. [2] [3] [4] 8 In 1 to 8% patients of UBC metastasis can be seen at unusual sites. This is because the UBC has a varied metastatic potential. 4 Mutahir A. Tunio et al reported two cases of UBC with metastasis at unusual sites. One was a case of choriodal metastasis in a 64 years male. The other case was of a 58 years male with unilateral left supra clavicular lymph node metastasis. Both cases were of muscle invasive urinary bladder carcinoma and the metastasis developed after the treatment of UBC. 3, 6 In the study by Waihenya and Mungai the most important clinical feature was haematuria present in 98% patients of UBC. 9 In the present case there was no haematuria which is a common clinical presentation of UBC.
The initial presenting clinical feature in this case was right lower limb oedema and left cervical lymph node enlargement. A very rare clinical presentation of UBC.
On histopathological examination of lymph nodes it is difficult to differentiate between metastasis of squamous cell carcinoma and urothelial bladder carcinoma. 1 The presence of right vesicoureteric mass lesion and the urinary bladder wall thickening on CT and Uroplakin positivity helped in making the diagnosis of the present case. The cervical lymph node lesions must be interpretated with complete clinical and radiological workup. Immunohistochemistry uroplakin positivity definitely helps in the diagnosis of these cases.
Head neck and upper aerodigestive tract malignancy commonly metastasis to the cervical lymph nodes. [1] [2] [3] There is a very low incidence of UBC metastasising to the cervical group of lymph nodes and it indicates a poor prognosis and a widespread disease. [1] [2] [3] In the study by Babaian 1980 he observed that within a year of primary diagnosis of UBC the metastatic lesion were clinically obvious. 7 In the present case the cervical metastasis was one of the initial clinical presenting symptoms along with right lower limb oedema.
In the present case the CT of abdominopelvic region showed the presence of a mass at the vesicoureteric junction with mild thickening of urinary bladder wall. The strong cytoplasmic positivity for uroplakin also helped us in the diagnosis of this case of UBC with cervical metastasis.
Lymphatic filariasis is the most common cause of secondary lymphedema worldwide and in developed countries malignancy is the most prevailing cause. 5 In the present case the patient presented with oedema of the right lower limb making filariasis as one of the clinical differential diagnosis.
When the malignant cell infiltrate the superficial and deeper dermal lymphatics and the lymph node, there can be lymphedema. In the present case there was painful and rapid onset lymphedema which can be explained by wide spread intraabdominal and inguinal lymph nodes involvement, however there were no cutaneous lesions seen in the present case. Chin-Pao Chang et al reported the case with cutaneous metastasis in case of UBC. 5 Uroplakin (UP) is a transmembrane protein. There are numerous studies which investigated the role of uroplakin in the primary and metastatic tumors of UBC. UP shows a membranous and or cytoplasmic dispersal. Uroplakin is an useful immunohistochemistry (IHC) marker to demonstrate the urothelial origin of the tumor. In this case the cells showed cytoplasmic positivity for uroplakin. 10 In cases of UBC, commenting on the standard treatment of cervical lymph node metastasis, is problematic as these patients are few and also have a short survival. 1 For effective treatment there should be early detection colposcopy which remains a gold standard for the diagnosis of UBC.
Cervical lymph node metastasis means a widespread disease and palliative treatment is mostly recommended.
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Conclusion
Cervical mass in a patient should be interpreted with proper knowledge of complete clinical and radiological findings. Uroplakin positivity can be helpful in arriving at the diagnosis of metastasis of urinary bladder carcinoma.
